For nearly three years it has been the almost invariable practice of the writer to eviscerate the tonsil capsule, after decapitation, when operating for the removal of the faucial tonsils in children under puberty., In nearly all of the cases the evisceration was performed by means of the index finger.
The patient is prepared as for a tonsillectomy. A general anesthetic is administered. A digital examination of the tonsils is made to determine the consistence of the tissues .of which they are composed. If sufficiently soft, as it is in most cases, the hypertrophied mass is pressed through the ring of a Mackenzie tonsillotome of suitable size and the decapitation performed. In the pedunculated tonsils preliminary dissection is often unnecessary. In the case of imbedded tonsils it is generally necessary to separate the tonsil from its attachment to the faucial pillars before it can be made to protrude through the fenestra of the guillotine. The separation can frequently be performed by the index finger, the tip of which can usually be pressed up under the margo supratonsillaris into the supratonsillar fossa and brought down successively between the anterior and posterior pillars and the tonsil. During this procedure much assistance can be rendered by supporting the region of operation externally by the hand of the operator or an assistant.
In case the separation cannot be satisfactorily done by the finger, the tonsil may be grasped with forceps and instrumental means made use of for its accomplishment.
·Candidate's thesis. American Laryngological, Rhinological and Otological Society. May 9. 1913. In the ideal performance of the decapitation the incision should be at the junction of, or slightly inward to, the point at which the capsule and the mucous membrane meet as the later is reflected over the tonsil. Such an incision avoids cutting the strong fibrous membrane, a part of the amygdaloepiglottic fold, which lines the whole tonsil fossa and lies in front of the loose cellular tissue between it and the superior constrictor muscle.
The extent to which the tonsil extends through the ring of the guillotine can, in a great measure, be determined by the pressure of the surgeon's finger externally, at a point corresponding to the interval between the angle of the lower jaw, the anterior border of the sternomastoid muscle, and the great cornu of the hyoid bone.
Should the pressure he made by an assistant and be excessive. the degree of protrusion can be regulated by the' operator in applying the instrument,
In a small proportion of cases of pedunculated tonsil the entire tonsil in its capsule will be removed by the guillotine. In the majority of cases, however, the base of the tonsil and its capsular bed will be left in situ. The index finger, armed with a stout nail, previously hardened with absolute alcohol, is introduced and the remains of the tonsil tissue broken down and scraped out. This is usually easily accomplished. Ordinarily no great amount of force is necessary to so crush or pulpify the tonsil tissue that it may be easily curetted from the capsule by the finger nail. Any that may remain attached to the edges of the capsule can readily be removed by tongue or other suitable forceps, or by a small Ballenger ecraseur.
The crushing of the tonsil tissue may be aided by external counterpressure, or the mass in the capsule can be easily pulled forward by the finger over the angle of the lower jaw, which can be used as a background.
An examination of the decapitated part will enable the operator to determine the consistence of the remaining stump. Should that. as occasionally happens, be too tough for complete removal by digital manipulation, it can be removed by such other means as the operator may elect to adopt. As a matter of experiment the lymphoid tissue in stumps of tough consistence has been removed, leaving a considerable portion of the fibrous tissue. Tn all such cases the remaining tissue soon atrophied, demonstrating that the presence of .lymphoid tissue is in most cases necessary to excite hypertrophy of the fibrous elements.
ot infrequently the lymphoid tissue is divided into two or three distinct masses or lobes by more pronounced septa of connective tissue which extend from the inner surface of the capsule. These should be broken down and the cavities converted into one.
It is important to remove all the lymphoid tissue. Shreds of connective tissue and the ends of the vessels which remain, speedily disappear.
If in making the section the incision does not involve the greatest diameter of the investing membrane, it should be torn or cut at its lowest part to permit of easy drainage. It can usually 'be easily torn with the finger.
The crypts are doubtless the cardinal features, both as regards the function and the pathology of the faucial tonsil. Of the former nothing definite is known. Normally the tonsils disappear after puberty. Although they may have some useful function to perform before this period, it has been unquestionably demonstrated that their absence by complete removal in no appreciable sense prejudices or endangers life or health. As yet no bodies have been discovered which bear the same relationship to the tonsil that the parathyroids do to the thyroid gland. It is possible that such may exist, or that some of the other lymphoid tissue constituting the "ring of Waldeyer" may vicariously, or by substitution, perform whatever part the tonsil is ihtended to accomplish in the process of metabolism. The crypts of largest size and greatest depth are. as a rule, found in the middle part of the tonsil. and this point is the place most desirable 'for beginning the process of digital evisceration.
While -sorne of the crypts open into the supratonsillar space, none exist in any of the lymphoid tissue composing "Waldeyer's ring" outside the tonsil capsule.
The advantages claimed for the operation herein described are that in most rases it is easily performed. It is also quickly performed, thus lessening the danger of profound and prolong-ed anesthesia. Less assistance is required. as mopping of blood and mucus is unnecessary. The patient's head can be held in such position as to prevent the inspiration of either of these substances. No inspection being necessary, they do not interfere with the performance of the operation. The danger from bleeding is lessened. There is no injury to the faucial pillars, nor to the venous plexus at the base of the sinus, the wounding of which is the most common cause of persistent and alarming hemorrhage. It is obvious that the more peripheral the incision the smaller the vessels cut, and the less serious the hemorrhage.
The vessels and fibrous septa are too tough and resistant to be entirely removed by so dull a curette, and, stripped of lymphoid tissue, the former readily retract and curl upon themselves so as to close their lumen. The danger from sepsis is less than when the capsule is completely removed, because the wound is less extensive and deep, and has as its background a tough and resistant fibrous membrane, instead of loose cellular and muscular tissue. In a number of instances in which the tonsils filled the entire fossa they were 'so covered by the plicse that there appeared to be no peritonsillar space, and there being little or no projection beyond the faucial pillars, a section of the mucous membrane was removed from the buccal surface of the gland and evisceration digitally 'performed. The incubating foci represented by the crypts being eradicated, and the mucous membrane and capsule being torn below so as to afford drainage and avoid the formation of a pocket, the result was all that could be desired.
The upper portion of the capsule is surrounded by a loose areolar tissue space-s-the peritonsillar space. There is only a potential space round the lower portion of the capsule, for the muscular fibers of the palatoglossus and the palatopharyngeus form a close investment to it. These fibers are interlaced with one another and with those of' the superior constrictor, and some of the latter are directly inserted into the capsule itself. Consequently this intimate relationship of muscle with the lower part of the capsule prevents tracking downward of infection when the lower part of the capsule and its attachment are not disturbed. whereas, such might easily occur when the lower part of the capsule is. removed. The great resistance of the capsule to infection is well illustrated in gross tubercular lesions of the tonsil. In tonsils which have undergone acute inflammatory changes the capsule remains unaffected. So it apparently does after digital evisceration. Lastly. there is no mutilation of the palate muscles, nor such injury to the ":!ucous membrane as to interfere with deglutition, audition, or vocalization.
It may be said that such injuries are not done when total extirpation of the capsule is properly performed. While that is undoubtedly true, nevertheless, it is a well known fact that they are frequently done by the inexperienced, and occasionally by the most expert operators. It may also be said that the force necessary to perform the operation described is liable to cause serious injury to the surrounding parts, and 'that the remaining shreds of tissue in the eviscerated capsuleare liable to lead to general infection. In the experience of the writer there has been, as a rule, but 'moderate reaction, the detritus has rapidly disappeared, and the denuded surface was speedily covered by extension of the mucous membrane. The insult to the tissues is by no means so great as in the old operation of Celsus-digital enucleation-revived and practiced by some distinguished surgeons of the present day.
While in some instances the child is born with hypertrophy of the faucial tonsils, the enlargement usually begins about the second year of life, and continues until young adulthood. During this age the lymphoid elements largely predominate, and the consistence of the tonsil is such that digital evisceration can be easily accomplished in the manner described. Although this operation may not commend itself to skillful surgeons, the author is convinced that it is based on good surgical principles. The results in over three hundred cases performed by him have been eminently satisfactory. In only one case has there been any recurrence of the hypertrophy, and in that case circumstances arose during the operation which prevented its complete performance. The hypertrophied mass in this case is quite smooth, by no means large, and has given rise to no disturbance. There has been no case of alarming hemorrhage. and in but one 'was there violent reaction. That one was operated upon too soon after an acute attack of tonsillitis, and although there was considerable reaction, recovery was complete and the final result perfect.
Simple tonsillotomy in most cases is unsatisfactory, because it leaves portions of the crypts, some of which almost invariably extend through the entire depth of the tonsil to the cap-sule, and these are liable to become subsequently diseased. Nevertheless, it is a time-honored procedure and, except in America, the method of operation most commonly performed. Unless some operation more efficient and more easily executed is devised, it is a procedure likely to be largely performed in the future. Tonsillectomy, as performed by the most expert operators, is a more difficult operation than the average operator will practice, and complete removal by means of a tonsillotome and punch forceps, with or without removal of the capsule, is both more difficult and dangerous than tonsillectomy.
